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INTRODUCTIONQ2
¶ Narrative Medicine has emerged as a discipline
from within the medical humanities1 and takes
inspiration from philosophy, literature, poetry, art
and social sciences theories. In particular, it is
underpinned by philosophical approaches such as
phenomenology, postmodernism and narratology,
proposing that clinicians must attend to the lived
experience of their patients and apply the science
to the person.2 Meanwhile, the link between medi-
cine and literature is evident in the growing volume
of texts written about professionals’, or lay
people’s experiences of illness and disease.3–8 In
exploring this link further, Charon9 has contribu-
ted greatly to consolidate the theory of Narrative
Medicine. She deﬁnes it as ‘medicine practiced
with the narrative competencies to recognise,
absorb, interpret and be moved by the stories of
illness’.9 She suggests that, in exploring texts and
reading them closely, one ﬁnds the tools of lan-
guage such as metaphor, plot, character and tem-
porality. She suggests that learning such skills
enables clinicians to recognise that same language
when it appears in clinical interaction practice. This
‘narrative competence’ can be fostered through
education initiatives that particularly explore litera-
ture, creative and reﬂective writing, storytelling and
poetry.9
As Lewis2 explains, the question is about what
kind of healthcare we want to deliver. Those who
practise Narrative Medicine suggest that the adop-
tion of this approach may help marry the art and
science, thus improving quality in delivering a
more person-centred type of care.2 10 With its
emphasis on the patient experience, Narrative
Medicine complements the current dominance of
productivity, efﬁciency and evidence-based care.
Similarly, Narrative Medicine contributes to
attempts to go beyond the positivist dominance in
healthcare that threatens quality of care, as science
alone cannot help us to understand the unpredict-
ability and frailty of people.11–13 To secure support
for Narrative Medicine education, there is a need
for evidence to prove that it is indeed effective.
Therefore, this literature review aimed to determine
whether education in Narrative Medicine might
result in more compassionate care (bearing witness
and care to others’ pain and suffering) for adults in
need of healthcare.
METHODOLOGY AND METHODS
A literature review, as a type of secondary research,
is a way of critically, systematically and synthetically
obtaining an overall picture of a topic or issues
based on a set of primary research evidence. For
example, this literature review aimed to examine
whether education in Narrative Medicine might
result in more compassionate care for adults in
need of healthcare. Thus, the main steps followed
to complete this literature review are discussed.
Scope
The search of the literature for this review began
with a broad reading around Narrative Medicine to
achieve a good understanding of the theory and its
suggested application in practice. The Cochrane and
the evidence for policy and practice information
and coordinating centre databases were searched,
and it was found that no systematic reviews had
previously been undertaken on the subject. Some
literature reviews addressing the effectiveness of
humanities in medical education were found but
these did not explicitly explore Narrative Medicine.
This is one of the ﬁrst reviews to relate Narrative
Medicine with compassionate care.
A systematic literature search was then performed
using the databases of Sage publications,
EBSCOhost and the Greenwich University library
catalogue. Search terms were informed by the prior
reading and included the following: Narrative
Medicine and, in turn, creative writing or reﬂective
writing or poetry or storytelling. The words
‘medical education’, ‘evaluation’ and ‘study’ were
also used until saturation was reached and no new
articles emerged. The search was limited to English
language items published between 2000 and 2015
to ensure that up-to-date sources were obtained.
Reference lists of identiﬁed material were also
checked and a key author search was performed.
This primary search identiﬁed 20 possible sources.
Inclusion and exclusion criteria
▸ Primary studies that demonstrated explicitly an
attempt to evaluate an educational initiative
related to Narrative Medicine. This could
include a speciﬁc Narrative Medicine course or
a creative and/or reﬂective writing initiative,
including poetry.
▸ Studies targeted at clinicians and related to adult
care only.
▸ Studies published after 2000.
▸ Studies that took the form of opinion or com-
mentary pieces were excluded, as was grey lit-
erature or unpublished work.
▸ Other arts-based medical education such as ﬁlm,
photography, drama or theatre were excluded,
as were any sources with no obvious educational
element and any relating to children.
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Nine studies were selected; one was quantitative, three com-
bined quantitative and qualitative research and ﬁve were qualita-
tive (box 1). The majority of the studies focused on medical
students at different stages in their training as part of medical
humanities education. There were three studies involving quali-
ﬁed physicians; however, there were none involving nurses or
other members of the healthcare team as recommended in the
literature. The majority of the research was from North
America, but two studies were from the UK and one was from
Taiwan, suggesting a wider appeal of Narrative Medicine than
exclusively North America, although it remains limited at a
global level.12 All the studies demonstrated positive outcomes
associated with a Narrative Medicine intervention at a small
scale and none included a patient-reported outcome measure.
Each study was appraised using tools and guidance designed by
the evidence for policy and practice information and coordinat-
ing centre14 and the critical appraisal skills programme.15
RESULTS AND ANALYSIS
Quantitative study
In a quantitative study, Tsai and Ho16 used a quasi-experimental
design to examine whether Narrative Medicine could enhance
clinical performance as measured by objective, structured, clin-
ical examination (OSCE). While this design lends itself to the
comparison of a randomly selected intervention group with a
case-matched control, this study did not employ a pre-
intervention OSCE measurement in either group which might
have strengthened the approach.17 A t-test of signiﬁcance was
conducted, which is suitable for a small sample with groups of
unequal sizes.18 The results showed that the case group per-
formed better on the two communication stations (p=0.03),
but there was no difference across the 12 stations when taken as
a whole (p=0.24). Tsai and Ho16 demonstrated that Narrative
Medicine can improve performance in terms of communication
and, critically, this is one of the few studies to have demon-
strated an objective behavioural outcome. There are, however,
signiﬁcant limitations and questions regarding rigour, not least
because the study is relatively brief. There is no explanation of
volunteer recruitment, ethical approval and consent process or
why a quasi-experimental design was chosen. Neither do the
authors provide any details on how the training course was
facilitated and by whom. There are no tables detailing the rating
items or questions for the OSCE scores; hence, there is minimal
ability to appraise the ﬁndings as reported. Adding a qualitative
measure to the study might have increased the validity of the
ﬁndings, incorporating students’ experiences through an analysis
of their narrative accounts. The authors recommend further
studies to assess the impact of Narrative Medicine education on
patient-reported outcomes and, on the basis of this study, plan
to expand their training.
Combined quantitative and qualitative studies
In a combined study, Shapiro et al19 mixed qualitative analysis
of subjective, objective, assessment and plan notes (SOAP) with
a quantitative analysis of OSCE outcomes. In contrast to Tsai
and Ho,16 they measured learning rather than a behavioural
outcome in the OSCEs. They used a ﬁve-point Likert scale
response to one question concerning empathy and another
addressing the impact on treatment plans. Likert scales are
methods of ascertaining attitudes in research and they require
10–15 statements to be robust.17 Meanwhile, Shapiro et al19
used only two statements, which is a signiﬁcant limitation.
Rather than t-test analysis, they use a non-parametric exact test
(Wilcoxon signed rank test), which is also appropriate for a
small sample but more appropriate where distribution is non-
normal.17 This was also favoured by Misra-Hebert et al20 in
their analysis of empathy scores. The qualitative analysis appears
robust with clear thematic analysis conducted and validated by
both researchers. They were able to demonstrate statistical sig-
niﬁcance and suggested improved empathy from the SOAP
notes analysis. However, the results must be interpreted with
caution as their sample size was reduced by a change to the
course set up during the study years. This prevented them from
implementing the humanities education for the ﬁrst half of the
year in 2002–2003. The study was further limited by the
absence of any control group and the lack of a long-term
follow-up to measure any sustained impact. The results cannot
be generalised beyond this particular medical school but are cer-
tainly transferrable. However, this research does seem to dem-
onstrate an impact of a feasible amount of Narrative Medicine
education on students’ ability to empathise and plan care.
Additionally, the study is well written with details and data pre-
sented in tables and appendices, thus allowing transparency in
all aspects of the study. The authors sought appropriate ethics
approval and acknowledged their funding source.
In their study, Misra-Hebert et al20 applied the Jefferson scale
of empathy ( JSE) to 40 physicians pre-Narrative Medicine,
intra-Narrative Medicine and post-Narrative Medicine educa-
tion. This is a validated 20-item scale designed to assess
empathy in medical students.21 It has been extensively tested
and is therefore considered an appropriate tool for this study.
The non-parametric method of statistical analysis suits the small
sample and the ﬁndings showed signiﬁcantly increased scores on
the JSE in the intervention group but not in either of the
control groups (p=0.02). However, this must be interpreted
with caution as it is plausible that the JSE scores may have
improved purely as a result of peer support from the Narrative
Medicine group sessions. Credible qualitative analysis was made
using a grounded theory approach involving a comprehensive
iterative analysis and coding system of the reﬂective writings by
all three researchers. The participants received CPD Q3accredit-
ation. It is a small sample (n=40) within one institution and
cannot therefore be generalised but instead potentially transfer-
rable to other contexts as is the case with qualitative research.
More signiﬁcant results might be generated by a larger sample,
making differences between the intervention group and the con-
trols more apparent. The study is transparent with tables and
appendices showing the data, coding form and details of reﬂect-
ive sessions offered. However, the authors do not express their
Box 1 Studies appraised by this reviewQ1
Study
Quantitative study
1. Tsai and Ho16
Combined quantitative and qualitative studies
2. Shapiro et al19
3. Misra-Hebert et al20
4. Lancaster et al22
Qualitative studies
5. Clandinin and Cave24
6. Lazarus and Rosslyn28
7. Arntﬁeld et al26
8. Gull et al29
9. DasGupta and Charon27
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personal interest in Narrative Medicine nor do they state in
what way they are qualiﬁed to facilitate reﬂective writing ses-
sions. Although ethics approval was granted, the authors do not
speciﬁcally indicate that consent was sought from participants to
publish extracts of their writing within the paper.
In another study, Lancaster et al22 used a nominal group tech-
nique to evaluate a special study module (SSM) for medical stu-
dents in literature and medicine. This is a robust method of
evaluation involving group decision-making in social research.23
Although labour-intensive, this method increases the validity, as
it has both quantitative and qualitative elements. However, the
study is small with a self-selected sample of ﬁve cases. The use
of ranking in the evaluation process results in an average view as
opposed to a consensus, which limits the ﬁndings. In a similar
way to the other studies involving modules for medical students,
this study relates to a short intervention with no long-term
follow-up or ability to demonstrate a behavioural outcome in
students. The university clearly beneﬁted from having a visiting
lecturer with comprehensive experience of teaching Narrative
Medicine. This raises feasibility issues for anyone seeking to rep-
licate such an initiative and is likely to have favoured a more
positive evaluation by the students. This study is unique in
making speciﬁc mention of social theoretical perspectives that
relate to Narrative Medicine and the potential to include this in
future module design. The article includes comprehensive
tabular information about the evaluation process and themes,
thus affording transparency, although the authors do not make
speciﬁc reference to their personal interest in Narrative
Medicine.
Qualitative studies
In a qualitative study, Clandinin and Cave24 used parallel reﬂect-
ive charts in their study with four medical students. This
approach is advocated by Charon9 as a powerful reﬂective tool
for promoting Narrative Medicine. They describe and analyse
one parallel chart using narrative methodology to demonstrate
the outcomes of the study. Narrative research is rooted in con-
temporary humanism and suits the analysis of individual case
studies such as this.25 Throughout the analysis, reference is
made to the parallel chart and the dialogue from the discussion
as evidence of the ﬁndings—many examples are quoted in an
attempt to validate themes. The authors suggest that Narrative
Medicine education for doctors facilitates reﬂection in practice
and helps them develop their own professional identity, thus
contributing to their personal growth. The study contains a
small sample size and the researchers interpreted their data by
‘close reading’. The researchers are keen to promote narrative
inquiry and are themselves skilled in narrative reﬂective practice,
thus demonstrating the traditions in qualitative research of
acknowledging and accepting that bias can exist. They make spe-
ciﬁc reference to supporting doctors with regard to the ethical
concerns raised by the Narrative Medicine process. This is
important and reﬂects the ﬁndings of other studies reporting the
need for small groups well facilitated by skilled educators.26 27
In their study, Lazarus and Rosslyn28 evaluated a SSM where
a signiﬁcant component was devoted to poetry and literature
and students were required to keep reﬂective journals. This is
the study in which there was an unusual emphasis on strength-
ening students’ ‘knowledge and understanding of people’s
experiences and emotions’ when they are ill.28 In the ﬁrst year,
evaluation was conducted by group discussion which was used
to develop a ﬁve-point Likert scale questionnaire for the second
year (but with only ﬁve statements). However, the small number
of evaluations in the second year (n=10) meant that no
statistical analysis was possible, suggesting that the development
of a Likert scale during the ﬁrst year was an oversight as the
small numbers would have been known in advance. Instead, the
authors interpreted their data qualitatively by using a thematic
analysis. The authors clearly state their interest and previous
experience in relevant Narrative Medicine education and
acknowledge a grant from the university with which to fund the
project. No ethical approval is mentioned nor is there evidence
of explicit consent from the students to include excerpts from
their contributions in the paper. There is a clear recommenda-
tion, however, for long-term follow-up of educational initiatives
like these and the measurement of actual rather than potential
impact in clinical practice.
In the meantime, Arntﬁeld et al26 thoroughly evaluated a
Narrative Medicine module for fourth-year medical students.
The module was facilitated by lecturers experienced in
Narrative Medicine and 12 students participated. The lectures
included close reading of literature, reﬂective writing exercises
and discussion within small groups. The authors evaluated the
intervention using grounded theory involving an initial anonym-
ous survey followed by a focus group. They used the emergent
themes to develop a ‘concept map’, which is in keeping with a
grounded theory approach in generating new concepts and the-
ories from the data.17 They uniquely attempted some long-term
follow-up using an email survey, although the response rate was
low at 25%. They used an iterative thematic analysis of all the
data together, coding independently and then collectively
returning to the raw data to resolve any discrepancies. They
increased the validity by using triangulation, returning to tran-
scripts and notes taken during the groups. Uniquely, they expli-
citly identiﬁed the need to overcome a perceived counterculture.
For example, Narrative Medicine was considered ‘ﬂuffy’ and
non-essential by peers, yet those who undertook the course
unanimously believed that Narrative Medicine training would
make them better doctors. The ﬁndings are consistent with the
evidence of the beneﬁts of Narrative Medicine education, corro-
borated in this literature review. The study accomplishes sound
ethical considerations mentioned throughout the paper, includ-
ing participants’ consent, ethics approval and conﬁdentiality
within the group discussions. Funding is also acknowledged.
The authors highlight the need to measure actual rather than
perceived changes in attitude and behaviour but suggest that the
appetite for this will depend on the extent to which Narrative
Medicine education is incorporated into curricula.
In another study, Gull et al29 conducted a pilot study evaluat-
ing creative writing workshops with hospital staff in the UK.
They freely admit that they had no experience of delivering
such an initiative but were seeking a more creative approach to
teach medical students in future. Thus, a participant observation
methodology is suitable for gaining insights into the ﬁrst-hand
experience.18 Uniquely, the participants were interdisciplinary,
which the authors reported as a strength in their ﬁndings,
echoing Charon’s9 claim that Narrative Medicine fosters com-
munity and understanding of others. Interestingly, the most
favoured workshop concerned expressions of illness and death
in which the authors noted much self-reﬂection. Rather than
seeing this as a strength, they report that it is something to be
cautious of in future initiatives, citing the difﬁculties of man-
aging emotions raised by Narrative Medicine methods. They
warn against too much reﬂection within the process, even
though this was highly valued in their ﬁndings.27 They con-
ceded some difﬁculties in managing a relatively large mixed
group, stating the need to revisit initial ground rules to help
manage this. The researchers achieved some soundness in their
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results by having participated in, recorded, discussed and coded
their themes; furthermore, the participants viewed their paper
and were able to make comments and modiﬁcations prior to
ﬁnalisation. There is no clear mention of whether ethics
approval was sought or any funding allocated. As a result, the
main lesson learnt here is that Narrative Medicine initiatives are
enjoyable but must be well planned and carefully implemented.
Finally, DasGupta and Charon27 evaluated six reﬂective
writing seminars undertaken with second-year medical students.
The seminars were facilitated by DasGupta and evaluation was
by questionnaire after the last seminar. No speciﬁc methodology
is stated but a robust iterative thematic analysis was undertaken
by the authors. Once again, the seminars were well received, a
now common thread across most studies. Both positive and
negative themes emerged in the analysis, for example, words
such as ‘enlightened’, ‘relief ’ and ‘healing’ and also ‘embarras-
sing’, ‘confusion’ and ‘vulnerability’. Most reported a perceived
enhanced empathy, having gained insights from both patients
and their own experience shared within the group. The sessions
were recommended as part of the curriculum but within small
safe groups, which is another recurrent ﬁnding in the literature.
The study’s size comprised n=11 questionnaires. Additionally,
there was an increased response rate in the second year. Of note,
all the participants were women although, in mitigation, the
authors report that ﬁndings from other comparable seminars
involving both genders have reported similar outcomes. Ethical
considerations are emphasised in respect of ground rules and
conﬁdentiality afforded to participants in the groups, but there is
no mention of consent to include quotes from their evaluations.
Thematic analysis
Four key themes emerged from the literature reviewed here and
were consistently reported among the ﬁndings and discussion of
the studies. They also reﬂect the broader literature on Narrative
Medicine and its potential for developing a more person-
centred approach to healthcare.
Communication
Communication is used here as an umbrella term for the ﬁnd-
ings, indicating an ability to attend, represent and afﬁliate with
patients.30 Predominantly, this was reported in the studies in
terms of empathy which, it is argued, is enhanced by Narrative
Medicine education.3 For example, Lancaster et al22 found that
students reported increased empathy as the most valuable aspect
of studying literature. In a similar way, Arntﬁeld et al26 found
that students overwhelmingly reported enhanced communica-
tion characterised by empathic skills such as listening and
valuing different perspectives or worldviews. Although the quali-
tative studies gave rich examples of how this was reported by
participants in terms of narrative, objective measurements are
also demonstrated by Tsai and Ho16 and Misra-Hebert et al20 in
the outcomes of the OSCE and JSE scores, respectively. While
empathy was most powerfully demonstrated in those studies that
included narrative reﬂective writing, even the studies with less
intense Narrative Medicine education showed a positive impact
on empathy and communication, for example, Shapiro et al.19
Personal and professional growth
Every study included in this review reported on personal
growth as a positive outcome of the study intervention. This
was embodied by an ability to become conscious of thoughts,
feelings and possible prejudices through the Narrative Medicine
education processes. Professional growth also demonstrated an
ability to show a greater understanding of peers fostering the
sense of ‘community’ suggested by Charon.30 Once again, the
studies that included reﬂective writing seemed to demonstrate
the more profound effect on personal growth, thus supporting
the argument that it is the writing of experiences that fosters the
greatest impact.27 31 In writing about personal experiences of
illness or case studies, participants reported greater awareness of
their own humanity as well as that of their patients. This ‘per-
sonal knowledge’ development reveals the two-way relationship
between clinician and patient, with each affecting the other.
Such a skill is said to be fostered by Narrative Medicine educa-
tion, promoting more compassionate care (bearing witness to
others’ pain and suffering) and job satisfaction.32 33
Pleasure
All but one study reported some aspect of pleasure as an
outcome of the intervention. This included simple enjoyment,
stress relief and a break from science curricula or heavy work-
loads. In the interventions with medical students, there was an
overwhelming recommendation for the course, often with a sug-
gestion that it should be mandatory.22 25 28 In the meantime,
Gull et al29 have hypothesised that the enjoyment of Narrative
Medicine may improve self-conﬁdence as writing allows repre-
sentation of self and others. More broadly, the pleasure theme
attests to the ability of Narrative Medicine to foster holistic care
and compassion. It is a reminder of the reason for becoming a
clinician, thus corroborating the wider supporting literature.9 34
This review suggests that the time afforded to reﬂect in this way
is welcomed by both students and qualiﬁed clinicians.
Educational structure
The last theme relates to practical considerations regarding
Narrative Medicine content and structure. Participants seemed
to value small group sessions facilitated by skilled facilitators
experienced in Narrative Medicine. Indeed, Gull et al29
struggled to manage a larger group, commenting speciﬁcally on
the need to manage the reﬂective process carefully. There is a
practical ethical consideration here as Narrative Medicine
clearly requires personal disclosure and involves potentially dif-
ﬁcult or sensitive issues. The feasibility of resourcing such initia-
tives in both medical schools and clinical practice is questioned
by Lancaster et al.22 This formed part of the argument by
Shapiro et al19 in favour of using smaller amounts of Narrative
Medicine interspersed in the medical student curriculum,
although they warn that students may have beneﬁted less as a
result of reduced exposure.
CONCLUSION
This literature review has considered whether there is sufﬁcient
evidence to demonstrate that Narrative Medicine education
results in compassionate care (bearing witness and care to
others’ pain and suffering) based on nine primary research
studies. Although the studies suggest that Narrative Medicine is
beneﬁcial, there is insufﬁcient large-scale data to establish a
higher clinical value. This is because there is a paucity of
evidence demonstrating any behavioural outcomes in terms
of follow-ups to individuals trained in Narrative Medicine or
their long-term assessment, let alone the impact on patients.
Additionally, studies have focused predominantly on medical
education and doctors, and there is no representation of nursing
or other members of the multidisciplinary health team. This
does not reﬂect Charon’s9 recommendations for the application
of Narrative Medicine in an interdisciplinary way to promote
collaboration, nor does it reﬂect the role of nursing in person-
centred healthcare.35 In the same way, theory inﬂuences how
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practitioners choose to conduct and interpret research
and provides the foundation on which practice is based.36
Unfortunately, all the studies reviewed lack recognition or a the-
oretical link detailing the relationship between the research con-
ducted with phenomenology, narratology, critical theory or
postmodernism from which Narrative Medicine derives inspir-
ation. Nonetheless, the ﬁndings in this review are in keeping
with other literature reviews concerning results in humanities-
based education: increase communication between doctors and
patients, personal growth including self-reﬂection and enjoy-
ment in learning Narrative Medicine, and the beneﬁt of educa-
tion in small groups.37 38
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